Mr William S Mack (Urological Department, Western Infirmary, Glasgow) Very few people in this country have anything like the experience of the previous speakers and, indeed, I sometimes wonder if most gynmecologists are not rather afraid of dealing with the condition and prefer to refer such patients to surgeons who are known to be interested in it. I have nothing like the numbers quoted by Professor Chassar Moir, but in the Urological Department of the Western Infirmary of Glasgow about half a dozen patients suffering from fistula are seen each year. These come not only from the Gynecological Department of the Western Infirmary but also from other hospitals in the West of Scotland. It always amazes me as a urologist that more postoperative fistulx do not occur, considering how difficult pelvic surgery can be; the incidence of this type of fistula must be very low in this country. Low as it is, post-obstetrical fistule are even less common-a great tribute to the high standard of British gynaecologists and obstetricians. I have seen some post-obstetrical fistulk which have been tolerated for thirty to forty years before advice was sought and yet presented no problem in the rapid restoration of bladder function, once repair was achieved, in spite of the long period of disuse. I have been struck by the fact that such bladders are not even contracted at operation, while infection is seldom pronounced in nonmalignant cases, possibly because of the dependent drainage.
It is most surprising to hear Professor Chassar Moir take such a gloomy view of the transvesical route to the extent of condemning it completely for, in my hands and in those of other urologists, it is almost the route of choice and gives a high percentage of cures. Possibly it is largely a question of training, since the urologist is used to working through the bladder; I certainly prefer it for all high fistulae and even for some of the lower ones, though I do use the vaginal route for some of the latter. The transabdominal route has been employed in a very few cases but access has proved extremely difficult, compared with the relative ease of the transvesical exposure; I am sure I shall never use it again.
In the approach through the bladder, adequate exposure is imperative; the Harris retractor with its movable blades is very useful for, by altering the position of the posterior blade in particular, the fistula can, at first, be put on the stretch during the raising of the flaps and then, by racking the blade forward, suturing can be performed without tension. Where the fistula is low-lying and bound down to the vagina, it is useful to be able to pull it up and steady it and Young's prostatic retractor is sometimes helpful in achieving this. Separation of the bladder can start well out in healthy tissue and be carried in towards the fistula once a clear line of demarcation between vagina and bladder has been demonstrated; it is usually possible to raise up ample healthy bladder flaps with a good blood supply even when vaginal flaps are more difficult to obtain. The transvesical route has the further merit of preventing damage to the ureters since their orifices are visible throughout, for it is likely that the ureters are inadvertently harmed by vaginal operations in some cases. Indeed two of my early cases were referred, after several attempts at vaginal repair, with extensive damage to the upper urinary tract, amounting in one case to a pyonephrosis already present; no doubt this experience has prejudiced me in favour of the transvesical route. It is specially important to make sure that the ureteric orifice is not in the edge of the repair at the end of the operation for, if it were, failure would result; in raising the flaps the orifice can generally be displaced, but, if this is not possible, the ureter may have to be reimplanted at a higher level in the bladder. I had a case some years ago where two attempts at repair broke down because of failure to displace one ureteric orifice but a third operation, with reimplantation of the ureter, succeeded.
So far as the method of repair is concerned, I try to raise flaps of both vagina and bladder and to separate them widely. It is usually very easy indeed to obtain good bladder flaps, even when extensive destruction by sepsis has taken place; the blood supply to these is always much greater than that to the fibrous vagina. I never feel unhappy about undermining bladder flaps, even quite extensively, so that they will lie together without tension. Usually, after separation has been done, it is simple to suture the vagina in one or two layers but occasionally this would mean putting considerable tension on the suture line and I have therefore on several occasions deliberately left the vagina unsutured without affecting the successful outcome. I agree that it is unwise to leave a dead space between the vagina and the bladder and, like Professor Russell, I have abandoned any attempt to make the two suture lines run at right-angles to each other but prefer to suture the vagina, in two layers if possible, in the same line as the bladder suture so that they lie close together.
